
 
 
 
 
 
 

 

HOPE HOUSE TREATMENT CENTER

 

 

Donation Amount: $____________  

      

      
 

First Name: _______________________________________________________________________________

Last Name: ________________________________________________________________________________

Address: ________________________________________________________    Apt.

City: __________________________________________    State

Phone Number: ________________________________    E

 Yes, I would like to receive e-mail from Hope House Treatment Centers.
 

Donation Information: 

 My check or money order is enc

 Please make checks payable to Hope House Treatment Center. Please d
 would like to make a contribution via credit card, please visit www.hopehousemd.org/donate.

 Please describe donation if non

 _____________________________________________________________________________________

 _____________________________________________________________________________________

 

 Signature: ______________________
 

Please mail your gift to the treatment center location of your choosing. Your contribution is tax
extent allowable under law. IRS regulations require us to state that we do no

consideration of your contribution.

HOPE HOUSE TREATMENT CENTER
26 Marbury Drive 

Crownsville, Maryland 21032 
Phone: 410-923-6700 

Fax: 410-923-6213 

419 Main Street
Laurel, Maryland 20707
Phone: 301-490
Fax: 301-490-2517

www.hopehousemd.org 

 Type of Donation:          

              Honorary: _____________________________________

              Memorial: ____________________________________

First Name: _______________________________________________________________________________

Last Name: ________________________________________________________________________________

Address: ________________________________________________________    Apt.: ____________________

City: __________________________________________    State: ____________   Zip Code

Phone Number: ________________________________    E-mail: ____________________________________

mail from Hope House Treatment Centers. 

My check or money order is enclosed.  

Hope House Treatment Center. Please do not send cash.
would like to make a contribution via credit card, please visit www.hopehousemd.org/donate.

Please describe donation if non-monetary: ______________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

___________________________________________________________________________

Please mail your gift to the treatment center location of your choosing. Your contribution is tax
extent allowable under law. IRS regulations require us to state that we do not provide any goods or services to you in 

consideration of your contribution. 

HOPE HOUSE TREATMENT CENTERS 
9 Main Street 

Laurel, Maryland 20707 
490-5551 

2517 

___________________________ 

: _____________________________________ 

First Name: _______________________________________________________________________________ 

Last Name: ________________________________________________________________________________ 

____________________ 

____   Zip Code: _______________ 

____________________________________ 

o not send cash. If you 
would like to make a contribution via credit card, please visit www.hopehousemd.org/donate. 

______________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_______________________________ 

Please mail your gift to the treatment center location of your choosing. Your contribution is tax-deductible to the fullest 
t provide any goods or services to you in 


